Tear off this sheet and return the completed form to your employer’s managed care organization {MCO) or to your local BWC customer service office.

Bureau of Workers’
Compensation

Ohio

First Report of an Injury,
Occupational Disease or Death

Tiguing this for. |

+ Blact1 only reteive compansalion sadjer benefits that ace provided for in this cinim ynder (o workers' compensation

= Waive s releane my right i receive compensation and benafits under the workers'
the injuny or gl

injary or occupational disemse for which | smfiling this cleim;
» Corfier that | s not received

upational diseass, or douth teculting frocm b injury or occupations) dissnes, for vhich | nee Rling this ciai
» Agroe that | heva notand will it fiés & clai in ancther stule for the injesy or eccuputionsl dissase or.desth resulting fom an

WARNING:

Any person who obtains compensation from
BWC or selfinsuring employers by knowingly
misrepresenting ar concealing facts, rmaking false
staternentsoracceptingcompensstiontowhichhe
or she is not entitled, Is subject to felony criminat

daws of anather stale for.

WMMWMW'WMdeMhM prosecution for fraud.
anct shat] witl motify BWGC immedinte by upen receivieg any compensation of Grnefts from mhﬂhuﬁn : {R.C. 2013.48)
ast name, (TSt narme, middle ntal T Sockl Security rumber Marital stats | Date of birth ™\
[ Single
oM maling address Sex ] Married  {Number of depandents
LJ Mate  [J Fernale [J Divorced
Ty 7 State lB-dlgil Zi6code | Country if different frorm USA g mpam: Department name
Wage rata O Hour U Month [T Waek What days of the week do you usually work? Ragular wosk haurs
Per: [0 Yesr [ Other O%Sun TMen OTues [Wed OThur E1Fi {JSat {From i [« P

3
Have you been offered or do Yol expe
of Watkers' Compensation? [Yes FINo |f yes, plaase explain.

¢t to rocaive payment or wages for this claim from anyone other than the Ohio Bureau | Occupation or job title

Employer name
Athens=-Meigs Educational Service Cenfter

Mailing address [rumber and street, city or town, state, ZIP code and countyl

1

Po. Em% 40, Oholwnegy . OB 45719
Laca:zzﬁ, if dferent rom‘]-naj?iling 8Ouress LI

Dicaz Drive, Chewncy DR YT

Was the place of accident or exposure on employer's plemises? [ Yes £ No
{ff no, give accident location, straat address, city, state and ZIF coda)

Date of injury/disease Tima of injury it fetal, give date of death | Time employes DateTast worked [ Date returned to work
Oam Opm. hegan wark CJam. Opm,
Date hired State where hired Date employer notifled State where supervised

Description of accident {Describe the sequance of avents that directly
injurad the employes, or caused the disease or death.}

Type of injury/disease and part{s) of body affected
{For example: sprain of lowar [eft back}

Injured werker and injury/disease/death info,

ﬂw
Benstit apgiication refssse of imtarmation — | 2t apolying Jor & claim under the Oliia Bureau of Warkers' Compensation Act for wark-retated infuries that | did not inflice, 1 affies What | elact tn receive compensation
and benafits undar the Chlo workers” comperisation faws for my claim, and | waiva and mlease my right to fils for 2nd raceive compensation and berefits undar the fws of any othet state for this claim. Lrequest i
for compansetion and/or medical benafics as allowable, and sutharize diract payment to mvy medical peoviders. ) paemit and suthatize any arevider who attends, ireats or examines me, aod the Chio Ashaliitatin:
Commigsion [wiere alevant) to releasa medical, psychological, psyshiatrie, vosatienal or saclal Information that is casually or histarically related to my physicat or mental injuries relevant to iss
administration of my claim to BWE, the Industris! Commission of Ohia, the employer in this claim, the emplayer's BWC managed care crganization and any suthorized representatives, My pravicus of future BWE clai
may aftect decisions made in this elaim, Proper sdministratian of the pressrt claim aray require BWL to sharg claims infurmation with the amployers of racond Jor thelr authorized representatives] swd/or my sithortzad:
rapresantative for any and all such previcus or Rutira claims. Tha released cfaims information say includa any recaed maintained in my claim files. U

saary for the

Injured worker signature

Date

E-mail address

Telephone number Work number
{ } W,

e —

Treatment info.

ealth-care provsder nama Telephong number Fax nurmper Initial Treatment date w
{ !
Strest addrass City ‘State igit code
Diagnosisies): Include [CD codels)
Wil the incident cause the injured worker to
miss eight or more days of work? Cl¥es O No [JYes C1No

' the injury causally releted to the industral incident?

E cade

: i TT-digit BWC provider number.  [Date

Health-cara provider signature

Emplover policy number -
Z05 OO0 1-D

AN

[J Employer is self-insuring
O Iniured waorker is ownesfpartriar/memnmber of firm

Telephone number Fax number
7U) 797-00leM | UTHO) 7977- DSTO

I E-meil address

Federal ID number Manual number

- 1599415

Employer info.

Was employee treated in an amergency room? OYss O No Was employee hospitalized overnight as an inpatient? TlYes DiNo
If trealrment was given away from work site, provide the facility name, strest address, city, state and ZIP code
£ Cortification - The emplayar ] Rejection - The employer For seif- msuring empleyers only e
cordhios that the facks in 148 re;"scts the validity of ?r\ﬁs claim for (] Clarification - Tha employer clarifies
application are correct and valid. tha reasonist listed below: and alows the claim for the condition(s) balow:
C] Medicalonly ] Loat time
Employer signature and title Date

QSHA case number

BWC-1101 {Rev. 1/31/2011}
FROI-1 (Combines C-1, C-2, -3, C-8, C-50, OD-1, OD-1-22)

>
This form meets OSHA 301 requirements




Ohio |

Bureau of Workers’

Physician’s Report of

Compensation Work Ability
/" Instructions \ Fax Note: \
* Physician must complets this form when the injured worker is under work restrictions ar is temporarlly | 15 From
totally disabled.
» You must sand or fax a copy of the completad form to the managed care arganization (MCO) and a copy | [TolFfree phone number Phoae numbar
given to the injured worker at time of exam,
* You may use any other physician-generated document prowdad that the substitute document containg, at | [Toll-freefax number aX number
& minimum, the data elements on the MEDCO-14, J
« If injured worker is amployed by a self-insuring employer complete this form and maif or fax it to the
seff-insuring employer.
u.lst [CD-4 codas for the allswad conditions being treated that prevent return t work. j
Tnjured worker name Glaim number SSN if claim mumber unknown Date of injury N
/]
Injured watker occupation Employer name
L )
¢ T[J May return to work (RTW) with no restrictions on Work/Naon-Work Capabilities )
None atall Occasional Frequent Confinuous
% of Workday (8 hr) % 1-33% 34-66% 67-10%
1 May RTW with restrictions due to work-relatad injury/ | Repetitions per hr 46 612 >12
disoase Lift/Carry :
from : to 1[NV [T S—— (] | a O
{complete work/non-work capabifities an the right). Eg :g: """" . E E E g
Wark restrictions apply to work and non-work activity, 512100 1BS. e eeresasnesssarens o a O =]
if restrictions cannot be met at work, then injured P— a - 0 -
: antding....
waorker is recommended to be off work. Tovisttarn. .. o a a a
The restrictions are [J permanent [ temporary? If geﬁh bellow o ] (] (]
’ ush/pull...... 0 B a a
E|  temporary, how long? gquaéikneel. - 0 u] O [w
= . 12:1115 ALL )| |
E O Is totally disabled from work Sit E g g o
< from o No liting abeve shoulders.. ] | Wl 0o
§ Please explain in the space provided balow why the Hand rastrictions [[1Laft CJRight No use of [JLeft [JRight
=|  injured warker is unabla to work, due to work-related % “NA:ES%‘::‘?";;@{E: oo lbs E H;i;: :
in|urvl‘disese.. List 10D-9 codes fer tha allowed CJ Ne repetlt?ve activities O Finger ______
conditions being treated which prevent return to | [] No work with hat or cald substances [J Other
waork.
m Change positians BVery DWork activity as splint/bandage permits
Estimated ATW date [l Avoid driving [ JKeep wound clean/dry []Limitworking to Hrs./Day
Physician's further explanation of work abilities or why the injured warker is unable to perform any work:
(N ‘ J
¢~ | Hasthe work-related injury(s) or gecupational dlum reachad afreatment plateau atwhich no funﬂamantal functional or physiolegical change can he expecied N
= despite continuing medical or rehabilitative intervention (maximum medical improvement): [ Yes
= W Note: Periodic medical treatment may still be requsstad and provided.
\_| IF YES, give date IF NO, pleass explain (attach additions$ shaet if necessary} )
é Physician name end address {please print, lyps or stamp) N
= [[] check if vocational rehabititation return to work services are indicated. :
@
(Date of this axam Enllow-up appointmant Time
ate
\ [ /I y
| oartily the sbave informration ig corract to the hestol my knowladge. | inawars that lnnomwha ingly makes afala: d unmuh-nnifuntmannﬂmmnlfnuiuolmh paymant ax
peovided by BWE orwhoknawlagly accapts paymenttowhich that person innst antitled, is subjoct totelony criminal rosacution snd may, undlrm gttt [ ¥ o fime, impe 4, of both,
Physician signature Date
{mandatory) I

BWC-3914 (Rev. 12/21/2010)

M

EDCO-14




EMPLOYEE INCIDENT AND INJURY REPORT s e K A e 2
To be completed by employee _ COmp viah

Injured worker's-name : Location,
Employer Name ‘ :
| Social security number ' Gender: [IMale [] Female
Home address_ Birth Date,
City/State/ZIp Horne telephone no. ( )
f
Date of injury or onset of symptoms Time _Oam DOpm
Where did the accident occur:

Déscrih'ed whalt causéd the'l 'jutﬁsﬁhptoms. what you were

daing just-ibafqre the incident, am_i_ _'what_you did after the incident (if you need more
 space, use additional pape pecific - name any objects o e

su ces involved:

‘Did anyone see you get hurt? ] Yes [ No i yes."wﬁdf'

Did you report this incident to anyone? [ Yes - - [ No “If not, why not?
if yes, to whom did you report it?. Title/Position
When? Date:__ L _ Time:;

What part(s) of your body was/were affected? (BE SPECIFIC: for éxample, right elbow; laft knee, right index finger); -

What typs of injury did you experience? (BE |

SPECIFIC: for example, bruise, scrape, bi

rE—

Was any first ald provided at the scene? []-Yes [ No  fyes descrive;

Did you seek other medical treatment? [] Yes . [ No  if yes, when?
Naime of Physician, Hospital or Urgent Care
If treatment was not sought immediately, ax

—

is this .an aggravation ofa previouslnjur_yfsymptom? [JYes [ Ne: ye's,' when were you last tféatad for the prevloﬁs injury

By whom or where? :
Have you ever had a similar injury?- [J-Yes [ No Ifyes, describe other injury;

1 hereby suthorize any person or persons vhic have in the past or will in the future medically attend, treat or examine me; or any person who may have information of any kind
*f which may be used to reach a decision in any tlaim for injury or disease arising from the injury/illness described above, to disclose such information to my employer, my

T Medicaf Release
Under current workers’ compensation provisions, the employer is entitled to a signed medical release

employer’s managed care organization, CompManagement, Health Systems, Inc orto my employer’s designated représentative.” A copy of this form will serve as the original.

Employee Name (print)

Employee Signature T Date {required)




